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obtainedfor 5-hydroxytryptamine. A strong reaction was also obtainedfor tryptophan, and the cells ofthe liver metastasis showed moderate argenitaffinity anid alkalinephosphatase activity courses of therapy with this drug (supplied by the National Cancer Institute, Bethesda), each consisting of 800 mg i.v. daily for five days. Since the end of the first course she has not required any other drug to control her diarrhoea and flushing, both of which have greatly diminished in frequency and intensity. Table 1 shows 24-hour urine excretion of 5-HIAA during treatment. The sharp rise in excretion suggests an antitumour effect with release of 5-HT from dying tumour cells. Renal function has remained normal and there has been no evidence of induction of diabetes mellitus.
Comment
Only 10 cases of extrahepatic biliary tract carcinoid have been reported (Little et al. 1968 ), 8 in the gall-bladder, and 2 in the common bile duct and pancreatic ducts. The diagnosis was made in all the cases either at autopsy or histological examination of surgical biopsy specimen. None of the 10 cases presented with any symptom of the carcinoid syndrome, although 3 patients had widespread metastases involving the liver. MacDonald (1956) , in a review of 149 extraappendiceal gastrointestinal tract carcinoids, found widespread metastases in 24, all but one involving the liver. Only 4 (19%) of 21 patients whose case records were carefully scrutinized had symptoms of the carcinoid syndrome. These findings suggest that not all patients with hepatic metastases from a gastrointestinal carcinoid tumour necessarily exhibit the symptoms of the carcinoid syndrome. It is suggested that streptozotocin, an antitumour antibiotic found useful in the treatment of insulinoma, may well have a place in the management of some patients with metastatic carcinoid tumours. Translumbar aortography: Slight aneurysmal dilatation of infrarenal aorta with mural irregularity. Blocked lumbar arteries; lateral view showed forward displacement of aortic lumen and superior mesenteric artery, suggesting considerable mural thickening (Fig 1) . Histology (Figs 2 & 3) : Moderately extensive atheroma. Markedly thickened wall, the elastic media largely replaced by fibrous tissue. Adventitia and adjacent fibro-adipose tissue showed very intense lymphocytic and plasma cell infiltration with abundant fibrous and granulation tissue. Occasional multinucleate giant cells. No organisms seen in Gram and Ziehl-Neelsen stained sections.
Infective Aortitis with

Discussion
The pre-operative diagnosis rested between atypical aortic aneurysm and retroperitoneal malignant disease such as pancreatic carcinoma. The severity of the pain and constitutional disturbance exceeded that usually seen in expanding aneurysms.
The majority of abdominal aortic aneurysms have an atherosclerotic basis and since the patient showed mild generalized atherosclerosis this etiology needs to be excluded. However, the unusual type of thickening of the whole wall of the sac was unlike that seen in organizing mural thrombus, which was conspicuously absent. Furthermore, the extension of the inflammatory reaction into the surrounding tissues seemed unrelated to previous leakage and the predominant and striking change was chronic inflammation. The few giant cells seen in the sections were insufficient to suggest giant cell aortitis, for giant cells may be found wherever there is destruction of elastic tissue (Isaacson 1961 ).
Aortitis has been described in association with ankylosing spondylitis and rheumatoid disease, the resulting lesion being usually occlusive rather than aneurysmal (Heggtveit et al. 1963 , Ask-Upmark 1954 . There was nothing to suggest this etiology and there was no evidence of an autoimmune basis.
Some form of infective aortitis remains a possibility. Hudson (1965) drew attention to the high incidence of giant cells in infective aortitis. The present example somewhat resembles a type of idiopathic aortitis described in young subjects in the tropics (McKusick 1962 , Schrire & Asherson 1964 . In most published cases no steps were taken to rule out an unrecognized bacterial aortitis due to salmonella, tuberculosis or other organisms, in spite of the frequency of metastatic infections, including mycotic aneurysms, seen in the tropics. Blood agar culture of the aortic tissue was Gram-negative and Ziehl-Neelsen stain of the sections was negative.
The present case has been regarded as idiopathic in the absence of any alternative etiology. Dr Barry Lewis (Royal Postgraduate Medical School, London) suggested that it might be possible to make a single diagnosis: if the patient had had a dissecting aneurysm of the abdominal aorta, consequent on the atherosclerotic changes which had been clearly demonstrated, organization and fibrosis could perhaps have led to the pathology described. Dr Morgan agreed that this was a possibility, but the Weigert-van Gieson stain had revealed no medial split and the Perles' reaction had been negative, both of which militated against an organizing dissecting aneurysm.
Dr D M Krikler (Prince of Wales's General Hospital, London N15) said that although in this case the arch was quite unaffected and the process was localized to the abdominal aorta, he wondered whether there was any possibility that the pathological lesion might be akin to Takayashu's aortitis.
Dr Morgan replied that the histological features were unlike those occurring in a disease of Takayashu's type where the pathological process was essentially obliterative; although cases had been described with aneurysm formation they predominantly occurred as poststenotic dilatation. In Takayashu's disease intimal proliferation with some medial destruction occurred; in the present case the reverse was true.
Sjogren's Disease with
Widespread Lymphoid Deposits D J Grundy FRCS (for Michael Hobsley Mchir) (The Middlesex Hospital, London WI) Mr G D, aged 76 History: In 1950 the patient developed an intermittent right parotid swelling, which became permanent in 1963. Wlhen he was seen in 1966, the right parotid and submandibular glands were enlarged. There was a turbid discharge from the right parotid duct, evidence of superadded infection, but no secretion during a Curry test (Curry 1963) . Parotid sialograms showed bilateral punctate sialectasis. Antibody studies were negative and the serum proteins normal. Parotidectomy was offered but refused.
